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This visit was for a Recertification and State
Licensure Survey and a State Residential
Licensure Survey.

This visit was in conjunction with the investigation
of complaint INO0097082.

Survey dates: September 25, 26, 27, 28, & 29,
2011

Facility number: 000191
Provider number: 155294
AIM number: N/A

Survey team:

Christi Davidson, RN-TC
Diana Zgonc, RN
Courtney Hamilton, RN
Connie Landman, RN

Census bed type:
SNF: 60
Residential: 26
Total: 86

Census payor type:
Medicare: 24
Other 62

Total: 86

Sample: 35

Forum at the Crossing was found to be in
compliance with 42 CFR Part 483, Subpart B and
410 IAC 16.2 in regard to the Recertification and
State Licensure Survey. Forum at the Crossing
was found to be in compliance with 410 IAC
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16.2-5 in regard to the State Residential
Licensure Survey.

Quality review completed 9/29/11
Cathy Emswiller RN
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